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During my social work practice with vulnerable populations, I have found that many 
clients and families I work with have experienced trauma in various forms. This is no less true in 
our current reality of concurrent health crisis: the opioid epidemic and the COVID-19 pandemic.  
My practicum at CAST provided me with numerous opportunities to observe, evaluate and 
provide trauma-informed practice through direct and indirect learning and training opportunities. 
My learning goals were to learn clinical practice skills for individual practice, to learn how to 
provide quality trauma-informed practice, and to develop a professional practice framework 
consistent with the British Columbia College of Social Workers (BCASW) Code of Ethics. This 
report discusses my practicum experiences, implications for personal practice such as the need 
for ongoing, effective self-care, and concludes with several recommendations for social work 
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CHAPTER 1: INTRODUCTION 
During my social work practice with vulnerable populations, I have found that many 
clients and families I work with have experienced trauma in various forms. Breckenridge and 
James (2010) state: 
In a time of globalization, civil wars and political strife, human trafficking, forced 
migration, HIV/AIDS, technological and natural disasters, social work educators face 
unprecedented challenges in preparing social work students to respond effectively to the 
client's trauma-related experiences. (p. 259) 
This statement is no less true in 2021, as the “convergence of the opioid epidemic and the 
coronavirus disease 2019 (COVID-19) pandemic has created new health care challenges” (Niles 
et al., 2020, p. 43). While both public health emergencies are taxing on the health care system, 
the potential effects of COVID-19 are is not yet known. Many professionals in the field argue 
that “it is accurate to think of this as a collective traumatic event causing some of the same 
injuries as a personal trauma” (Kaysen, 2021, para 1).  
This practicum was planned and initiated before COVID-19 to learn foundational trauma-
informed skills. For me, this was required to feel adequately prepared as a new MSW graduate to 
provide quality care to vulnerable populations. Little did I know, I would be learning about 
trauma-informed care while co-experiencing trauma during the onset of a global pandemic. This 
report will detail my practice experience providing outpatient mental health and addictions 
clinical services. This practicum spanned over eighteen months and evolved from feeling 
unprepared to work with a client with trauma to a place where I am becoming more comfortable 
creating trauma-informed spaces and beginning to provide trauma-specific interventions from a 
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clinical social work perspective. The following section will identify and define pertinent terms in 
this final report. 
Key Terms 
Addiction- “Addiction is a complex psychophysiological process, but it has a few key 
components…addiction manifests in any behavior that a person finds temporary pleasure or 
relief in and therefore craves, suffers negative consequences from, and has trouble giving up. So, 
there’s craving, relief and pleasure in the short term, and negative outcomes in the long term, 
along with an inability to give it up” (Mat , 2017). 
Addiction and Mental Health Services- Reflect the body of services provided that provides 
treatment for problematic substance use and mental health concerns.   
Client- A term to describe a person accessing services from a service provider. 
Mental Health- “A state of well-being in which the individual realizes his or her potential, can 
cope with the normal stresses of life, can work productively and fruitfully, and is able to make a 
contribution to her or his own community (World Health Organization (WHO), 2001).   
Mental Health Problems and Illnesses- There are many kinds of mental health problems and 
illnesses. They range from more common mental health problems and illnesses such as anxiety 
and depression to less common issues such as schizophrenia and personality disorder (Mental 
Health Commission of Canada (MHCC, 2012).   
Mental Health Disorder- Diagnostic criteria for mental disorders (also known as "mental 
illness") are composed of symptom checklists primarily focused on a person's behaviors and 
thoughts. (American Psychiatric Association, 2013)  
Trauma- Bessel Van Der Kolk defines trauma as an “event that overwhelms the central nervous 
system, altering the way we process and recall memories; Trauma is not the story of something 
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that happened back then…it’s the current imprint of that pain, horror, and fear living inside 
people” (Psychotherapy Networker, 2014, para 3).  
Trigger- “Best understood as a form of sensory information that our threat-response system has 
interrupted as a sign of imminent danger (Gentry & Block, 2016, p. 89) 
Painful past learning - A term used in the principles and process of traumagenesis, which means 
unpleasant experiences in one’s past (Gentry & Block, 2016).   
Post Traumatic Stress Disorder (PTSD) - A “psychiatric diagnosis reflecting the consequences 
of experiencing a traumatic event such as sexual assault, severe injury, war, earthquake, 
hurricane or bad accident” (Porges, 2017, p.22)  
Stress - The neurological and physiological shift that happens in your body” when faced with a 
threat (Nagoski & Nagoski, 2016, p. 5.  
Safety- “Defined by feeling safe and not by the removal of threat” (Porges, 2017, p. 24). 
Practicum Timeline 
The Master of Social Work Program at the UNBC requires students to complete a 
practicum placement that consists of 450 hours. I began my practicum in September of 2020, 
intending to conclude the practicum hour requirement in four months. However, approximately 
halfway through my practicum experience, Coronavirus (COVID-19) had reached North 
America and required a response on a national level. The government mandated a federal state of 
an emergency whereby strict social distancing protocols and isolation orders were placed 
(Canada, 2020). As such, face-to-face practicums were suspended, requiring me to explore 
alternate ways to meet the practicum requirements. This change resulted in creating a three-stage 
learning plan that has provided robust learning experiences that I would not have otherwise had 
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the opportunity to explore. I completed my practicum hours in June of 2020. The following 
section outlines the timelines of each phase. 
Stage One: September- November 2019. During this period, I attended my practicum 
hours on-site at CAST approximately 7.5 hours a day, five days a week. I was invited to join two 
therapeutic groups with master's level clinicians, and I worked with a caseload of six clients 
individually. Approximately halfway through my practicum hours, however, COVID-19 
restrictions were placed on all face-to-face learning opportunities on a global level. Navigating 
these events delayed my practicum activities until February 2020, when I revised my practicum 
to fit a worldwide pandemic's new reality.   
Stage Two consisted of online learning activities (see Chapter 6: Online Learning Plan) 
approved by my faculty supervisor. I completed these online learning objectives at home due to 
COVID-19 pandemic social distancing restrictions.  
Stage Three of my practicum was also completed remotely with (special permission from 
UNBC) to complete the remainder of my practicum hours. Social workers and mental health 
clinicians are an essential service during the COVID-19, and as such, unique learning 
experiences were provided by the global pandemic social distancing guidelines. These approval 
conditions were conditional on my ability to have zero face-to-face contact with clients, maintain 
appropriate supervision, and address any concerns regarding confidentiality and ethical 
considerations. Once this permission was in place, I completed the remainder of my practicum 
hours with clients virtually via telephone and Northern Health's approved video chat platform 
choice (Pexip). These hours were conducted in the afternoons from home approximately four 
hours per day, five days a week. I completed the remainder of my hours on May 31st, 2020.  
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To monitor and evaluate my progress, I regularly met my site supervisor. During this 
practicum, I had two different site supervisors. To prepare for these meetings and increase my 
self-awareness in practice, I kept a reflective journal of my experience, observations, questions, 
and ethical considerations and dilemmas as they arose (see Chapter Six for further discussion). 
Organization of Final Report  
 The purpose of this report is to provide a complete account of my overall practicum 
experience with the Northern Health Community Acute Stabilization Team (CAST), including 
my self-learning plan that was devised in response to COVID-19 temporary shutdowns. I 
organized this report into seven chapters. Chapter One introduces my topic and defines key 
terminology. Chapter Two contains my social location and my previous personal and 
professional experience. Chapter Three describes the agency I worked with, and Chapter Four 
introduces the theoretical orientation that I used to approach my learning experiences. Chapter 
Five provides a literature review of pertinent learning completed in preparation for my practicum 
placement and detailed the literature review for topics presented as a result of my unique 
practicum experience. Chapter Six consists of my practicum goals, experiences, describes my 
practicum experiences and provides a brief discussion of ethical considerations. Chapter Seven 
outlines several recommendations for social work practice. The following section will position 




CHAPTER 2: PERSONAL POSITIONING  
Personal Positioning  
Positioning oneself in research is crucial because it provides information about the 
"researcher's social position, personal experiences, and political and professional beliefs" 
(Berger, 2015, p. 219). As Berger (2015) points out, positioning oneself assists the researcher to 
"better understand the role of self in the creation of knowledge; carefully self-monitor the impact 
of biases, beliefs, and personal experiences in their research; and maintain the balance between 
the personal and universal" (p. 220). Researchers are human, and as such, come with subjective 
truths, beliefs, and histories, all of which affect how we interpret the world around us.  This 
chapter will consider how my social position, firsthand experience, and personal and professional 
beliefs influenced my practicum experiences and learning.  
 I am a middle-aged, able-bodied, female settler who enjoys the privilege to work, study, 
and raise a family on the traditional unceded territory of the Lheidli T'enneh as an uninvited 
guest. My maternal grandmother arrived with her family from Whales and settled in Hannah, 
Alberta, in the early 1900s.  My father's family origins are vague; however, it has been narrowed 
down to Canada's East Coast.  If asked, I would hesitantly identify as 'Canadian.' I grew up in 
Calgary, Alberta. However, I have also lived in Winnipeg, Manitoba, and Saskatoon, 
Saskatchewan.  I grew up in a middle-class family, and I am privileged to have the opportunity 
to pursue higher learning. As a mature student and a single mom, I returned to school, leaving an 
unhealthy situation. I am also living with post-traumatic stress, which I did not have the tools to 
comprehend until I was completed the online training (see Chapter Six).  
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Personal and Professional Experience  
My first degree, a Bachelor of Arts, was completed at the University of Saskatchewan in 
2015.  After completing my Bachelor of Arts in Saskatchewan, the people making up my support 
network decided to move to Prince George, British Columbia. Knowing how difficult it can be to 
be successful as a single parent without social supports, I decided to apply to the University of 
Northern British Columbia and pursue my Bachelor of Social Work Degree (BSW).  
During my BSW, I completed two practicums. The first practicum was in long-term care, 
a comfortable and familiar setting from my previous work experience as a Care Aide. The 
second practicum was in outpatient addiction services. Throughout my undergraduate training, I 
had identified mental health and addictions as an area I was unwilling to work in due to personal 
life experiences. However, during this practicum, I soon realized that I was developing a passion 
for this specialized work for several reasons. It gave me an in-depth understanding of addiction 
in a general sense. This knowledge then allowed me to reflect on my struggles to cope with 
adverse events in my past and also helped me gain insight into family members' experiences 
when struggling with mental health and addiction challenges.  
My driving interest in exploring trauma-informed practice stems from my personal 
experiences. Before this practicum, I would not have considered myself a trauma survivor. I did 
not understand what trauma was and how it impacted daily functioning, coping skills, and life 
quality. With the knowledge gained from this practicum, I now understand what trauma is and 
how it affects functioning on individual, familial, and societal levels. Thus, this practicum 
provided professional development and personal healing opportunity. Please see Chapter Six for 
my practicum experiences and Chapter Seven for my self-care plan to do this work in a 
professionally responsible and ethical way while attending to my self-care needs.  
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CHAPTER 3: AGENCY OVERVIEW 
Northern Health Authority 
The Northern Health Authority (2019) "delivers health care across Northern British 
Columbia, serving about 300,000 people, many of whom are Aboriginal. Services include acute 
(hospital) care, mental health and addictions, public health, and home and community care" 
(Para. 1). In Prince George, the health unit is the hub of mental health and addiction services and 
primary care teams.  
Community Acute Stabilization Team (CAST)  
I chose a practicum working with CAST, a clinical outpatient setting with the Northern 
Health Authority in Prince George, British Columbia. The CAST team provides outpatient 
"integrated Mental Health and Addictions Services to adults 19 years of age and older 
experiencing a variety of Mental Health and Addiction concerns" (Northern Health, 2017a, 
Para.1).  
The CAST team is a multidisciplinary team of mental health clinicians from various 
backgrounds, including psychology, counselling, social work, and nursing. CAST services are 
available to adults who "are struggling with problems related to Mood Disorders, Concurrent 
Substance-related disorders, Bi-polar disorders, Grief, Adjustment disorders, Obsessive 
Compulsive disorders (OCD), Post Traumatic Stress Disorder (PTSD), Post-Partum 
Depression/Anxiety and/or Personality disorders" (Northern Health, 2017a, para. 1). Referrals to 
the CAST team come from the hospital or a family doctor. The CAST team provides one-to-one 
treatment, crisis management, and various group therapy programs. 
  As discussed earlier, while CAST is not exclusively a trauma-specific service, clients 
often present with symptoms or diagnoses of mental health disorders and access services for 
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trauma and stressor-related disorders (PTSD). While trauma may play a role in their overall 
wellness, the client may not be willing, ready, or able to engage in trauma-specific interventions. 
For clients who are inclined to engage in trauma recovery, the CAST team uses various 
approaches such as, but not limited to, Eye Movement Desensitization and Reprocessing 
(EMDR) and Trauma-Focused Cognitive Behavioural Therapy (TF-CBT).  The following 
section will give a brief overview of each group.  
While my practicum's focus was on individual counselling skills, I was also involved in 
group therapy sessions where I had the opportunity to learn the differences between psychosocial 
education and group therapy and observe other staff's facilitation styles. The specific groups I 
was involved in were Depression Recovery and Panic & Anxiety Skills Group. My practicum 
supervisor and I chose these groups because we felt they would be most pertinent to my learning 
around trauma and my overall learning goals. 
Panic and Anxiety Skills Group.  The CAST team offers group therapy for clients 
seeking services for Generalized Anxiety Disorder (GAD). The brochure created by the CAST 
team describes GAD in the following way: 
[GAD] is characterized by constant, excessive, unproductive worry about many different 
things. It causes mental and physical fatigue, reduces productivity, affects your health, 
and interferes with the ability to relax and enjoy life. (Northern Health, 2019c) 
This group brochure states that the group follows a DBT psychoeducation modality and provides 
learning around the following themes: the physiology of panic; how to recognize panic and 
anxiety triggers; approaches for understanding and managing emotional reactions; and 
mindfulness, conflict resolution skills, and distress tolerance skills (Northern Health, 2019c). 
This group is closed and ranges in size from three to ten participants and runs for twelve 
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consecutive weeks. Individual referrals originate from other Northern Health teams, including 
Primary Care, Psychiatry, General Practitioners (family doctor), and other community agencies. 
Clients do not have to be receiving individual counselling before they are added to the waitlist 
for services.   
Depression Recovery Group.  Depression Recovery Group is a closed group offered 
by the CAST team, comprised of a maximum of seven clients who meet over eight weeks. 
According to the client information brochure, this group uses a Behavioural Activation approach, 
a form of CBT that "focuses on replacing negative and unhelpful behaviors with rewarding, 
effective behaviors" (Northern Health, 2019a, para 1). Beyond peer support, the group also 
provides the following skills: training relaxation exercises, CBT training, and session check-in to 
report mood, goals, coping, and topic requests. This group encourages participants to increase 
activities in their routine, pleasurable/leisure, and the necessary activities of their lives.  
Three-Phase Practicum 
As stated previously, I initially intended to complete my entire practicum on-site at 
CAST; however, the COVID-19 pandemic required me to move into a three-stage learning 
process that included practicum experience and virtual learning and training opportunities. This 
section will briefly describe each of the stages. 
Stage One: September- November 2019. During this period, I attended my practicum 
hours on-site at CAST approximately 7.5 hours a day, five days a week. I was invited to join two 
therapeutic groups with master's level clinicians, and I worked with a caseload of six clients 
individually. Approximately halfway through my practicum hours, however, COVID-19 
restrictions were placed on all face-to-face learning opportunities on a global level. Navigating 
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these events delayed my practicum activities until February 2020, when I revised my practicum 
to fit a worldwide pandemic's new reality.   
Stage Two consisted of online learning activities (see Chapter 6: Online Learning Plan) 
approved by my faculty supervisor. I completed these online learning objectives at home due to 
COVID-19 pandemic social distancing restrictions.  
Stage Three of my practicum was also completed remotely with (special permission from 
UNBC) to complete the remainder of my practicum hours. Social workers and mental health 
clinicians are an essential service during the COVID-19, and as such, unique learning 
experiences were provided by the global pandemic social distancing guidelines. These approval 
conditions were conditional on my ability to have zero face-to-face contact with clients, maintain 
appropriate supervision, and address any concerns regarding confidentiality and ethical 
considerations. Once this permission was in place, I completed the remainder of my practicum 
hours with clients virtually via telephone and Northern Health's approved video chat platform 
choice (Pexip). These hours were conducted in the afternoons from home approximately four 
hours per day, five days a week. I completed the remainder of my hours on May 31st, 2020.  
To monitor and evaluate my progress, I regularly met my site supervisor. During this 
practicum, I had two different site supervisors. To prepare for these meetings and increase my 
self-awareness in practice, I kept a reflective journal of my experience, observations, questions, 
and ethical considerations. Please see Chapter Six for my practicum goals and discuss my overall 




CHAPTER 4: THEORETICAL ORIENTATION 
This chapter will describe my theoretical orientation, which includes a practice 
framework: Trauma-Informed Social Work Practice and two therapeutic modalities: Cognitive 
Behavioral Therapy and Dialectical Behavioural Therapy.  
Practice Framework: Trauma-Informed Practice  
Trauma-informed practice is defined in the literature as an approach that “recognizes the 
need to respond to an individual’s intersecting experiences trauma, mental health, and substance 
use concerns” (British Columbia Mental Health and Substance Use Planning Council, 2013, 
p.12). The terms Trauma-informed practice (TIP) and Trauma-informed Care (TIC) are used 
interchangeably in the literature, but they are different, and differences are essential to 
understand.  
Trauma-informed practice specifically refers to the clinical interventions we use when 
working with clients accessing services. Levenson (2020) adds to this definition by stating that 
[TIP] is a  
framework for understanding the nexus between childhood experiences and current 
presenting problems…and emphasizes a holistic understanding of clients of clients by 
thinking compassionately about problematic patterns as rehearsed responses that once 
helped them cope with or adapt to a threatening environment (p.289).  
This idea is presented in the literature by focusing on how we understand client presentations.  
For example, shifting from assuming there is something wrong with the client instead of 
recognizing the potential of trauma and seeking to understand what happened to the client 
(CHCS, 2021, para 1). 
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 Trauma-informed care (TIC) is defined in the literature as “the organizational context within 
which services are provided to clients (Knight, 2019, p.82). 
Choosing trauma-informed frameworks in this practicum is intentional and strategic 
because of the fit with social work practice. For example, Levenson (2020) states, “the 
cornerstones of TIC fit well within the environmental context and biosocial framework of 
strengths-based social work” (p.289).  In 2015, the Council on Social Work Education (CSWE) 
defined trauma-informed social work practice as the term used to differentiate a generalist social 
work practice from "one with special knowledge, background, and training in trauma concepts, 
intervention, and organizational and policy practice" (p. xvii). Levenson (2020) adds, “Trauma-
informed social work is characterized by client-centered practices that facilitate trust, safety, 
respect, collaboration, hope, and shared power” (p.288). Trauma-informed practice and social 
work practice share several core values and provide a holistic approach to providing quality 
client care. The following section will briefly review the four Trauma-Informed Practice 
Principles.  
Trauma-Informed Practice Principles  
Within the Trauma-Informed Practice (TIP) Guide (2013), the British Columbia Mental 
Health and Substance Use Planning Council outline the four principles that create the framework 
for a trauma-informed approach to integrating services. They are as follows: Trauma Awareness, 
Emphasis on Safety and Trustworthiness, Opportunity for Choice, Collaboration, and 
Connection and Strengths-based and Skill-building. The following section will review each 
principle, highlighting and discussing how each of these might look in practice. 
The first principle is Trauma Awareness. Trauma Awareness is defined as the process of 
building understanding "among staff and clients of the commonness of trauma experiences; how 
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the impact of trauma can be central to one's development; the wide range of adaptations people 
make to cope and survive after trauma; and the relationship of trauma with substance use, 
physical health, and mental health concerns" (p. 13). In this principle, understanding the 
prevalence of trauma and the different types of trauma are paramount. However, it is also critical 
to know how a lack of trauma awareness, specifically in clinical social work practice, can create 
a potential for re-traumatization, misdiagnosis and even prevent clients from accessing services.  
The following section will look at these areas briefly and provide examples of how this might 
look in a clinical setting. 
Re-traumatization can occur “inadvertently when clinicians react to client resistance or 
neediness with judgment, paternalism or rigidity” (Levenson, 2020, p.290). This might look like 
discharging a client prematurely from services for failure to connect consistently due to ridged 
attendance policies without looking at the situation from a trauma-informed perspective.  
Misdiagnosis is another potential problem that can arise when clients access mental 
health and substance use (MHSU) services. The TIP guide (2013) states, “when service 
providers do not bring an understanding of trauma, and how certain symptoms demonstrate an 
attempt to cope with trauma, misdiagnosis and inadequate treatment can result” (p.11). For 
example, borderline personality can be inaccurately diagnosed, especially among women who 
have experienced trauma (Haskell, 2012, p. 11). Additionally, this might look like a complex list 
of different diagnoses (which could also be trauma symptoms). Please see Chapter Seven for 
further discussion, clinical social work practice implications, and recommendations. 
 The second principle, Emphasis on Safety and Trustworthiness, focuses on creating 
safety in the clinical setting and relationship building between the client and the clinician as well 
as the relationship between the client and the clinical process. The TIP Guide states, “physical, 
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emotional and cultural safety for clients is key to trauma-informed practice because trauma 
survivors often feel unsafe, are likely to have experienced abuse of power in essential 
relationships and may currently be in unsafe relationships or living situations (p. 13). Here, the 
TIP guide provides practical examples of how to create safety and trustworthiness in therapeutic 
relationships with clients including, adapting the physical spaces of the therapeutic environment 
to be warm and welcoming, providing accurate and transparent information about services and 
programs, providing informed consent, and providing consistent appointments. etc. (p.13). This 
is critical in the initial phases of connecting with clients but is also essential throughout the 
therapeutic alliance. Please see Chapter Six for discussions specific to my practicum experience. 
The third principle, Opportunity for Choice, Collaboration, and Connection, states: 
Trauma-informed services create safe environments that foster a sense of efficacy, self-
determination, dignity, and personal control for those receiving care. Practitioners try to 
communicate openly, equalize power imbalances in relationships, allow the expression of 
feelings without fear of judgment, provide choices as to treatment preferences, and work 
collaboratively with clients. (p. 13) 
Choice, collaboration, and connection can be provided at each step of care, including the initial 
assessment phase, treatment planning, therapeutic intervention, and even discharging clients 
from services. For example, discharging clients' providing a tool for clients to give feedback and 
evaluating services encourages collaboration in complex health systems.  For example, Levenson 
(2021) offers practical examples of how we might demonstrate collaboration by using the phrase 
“Ask, don’t tell” (p.292). This simple phrase reminds us to explore the client’s thoughts and 
options of the situation/problem instead of telling them what it is.  
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The fourth principle is called Strengths-based and Skill-building. It states, "clients in 
trauma-informed services are assisted in identifying their strengths and to (further) develop 
resiliency and coping skills. Here, practitioners can emphasize teaching and modeling skills for 
recognizing triggers, calming, centering, and staying present" (p. 14). This principle also 
recognizes that “parallel attention must be paid to practitioner competencies and learning these 
skills and values” (p.14). One practical example of this would be access to clinical supervision 
and access to training opportunities. Please see Chapter Seven for implications and 
recommendations for further discussions on implementing this principle in our organizations and 
individual practice.  
 Trauma-informed practice has provided a foundational understanding of the impact 
trauma has on individuals, families, and society. It has also highlighted the need to create safe 
spaces for clients to prevent further traumatization and move through the recovery process.  
Therapeutic Modalit ies 
Cognitive Behavioural Therapy (CBT) and Dialectical Behavioural Therapy (DBT) are 
the CAST team's two foundational therapeutic modalities. This section will provide a brief 
overview of each modality. 
Cognitive Behavioural Therapy (CBT) 
During my learning experience with CAST, I worked with clients individually and in 
groups. CBT is the root therapeutic modality for several different therapeutic approaches. I 
needed to begin my practicum experience by gaining a working understanding of CBT as a 
modality. This section will start with a brief review of what I learned regarding CBT's theoretical 
history and critical contributors to CBT. Next, I will discuss the underlying concept of CBT. 
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Finally, I will discuss how I chose to integrate CBT modality training into my practicum 
learning.  
Overview. Rooted in the early 1800s, behavioral therapists first emerged as influential 
thinkers in experimental psychology. Wunt, Freud, Watson & Beck are the most significant 
contributors to CBT practiced today.  It was not until the social movements in the sixties and 
seventies that the work of Beck (1979, Ellis, (1977) and Mahoney (1974) transformed CBT into 
a therapeutic modality that is currently used. Perhaps one of the most recognized authors who 
contributed to CBT's acceptance is Dr. David Burns through his best-selling book: Feeling 
Good: The New Mood Therapy and The Feeling Good Handbook. From there, a vast amount of 
research has informed both CBT and many different variations of CBT.  
Basic tenants of CBT. The foundation of CBT emphasizes how thoughts, feelings, 
and behaviors influence our daily lives.  As described by Rector (2010), CBT is "an intensive, 
short-term (six to 20 sessions), problem-oriented approach. Its design to be quick, practical, and 
goal-oriented and to provide people with long-term skills to keep them healthy" (p. 2). 
Martin's (2019) description adds to this understanding by stating: 
CBT works by changing people's attitudes and behavior by focusing on the thoughts, 
images, beliefs, and attitudes held (a person's cognitive processes) and how these 
processes relate to how a person behaves as a way of dealing with emotional problems. 
(para. 1) 
Rector (2010) points out that CBT's attention is on the present (as opposed to childhood events) 
and the difficulties that arise for individuals in the here-and-now. Therefore, CBT's goal is to 
teach the client how to evaluate issues/events as they happen. To do this, the clinician and client 
will seek to understand and assess how their client's interpretation of the event/issue affects how 
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they feel about their reality (p.2). For example, a client may identify exams as a stressful event 
they would like to assess and evaluate to understand how their beliefs about exam writing affect 
their feeling and behaviors during prep time and exam periods. 
In CBT, identifying and understanding automatic thoughts' cognitive process, automatic 
thought patterns, and automatic thought distortions is one of the primary treatment goals. 
Automatic thoughts are the thoughts that occur without our conscious recognition that they are 
happening. The CBT approach suggests rules, assumptions, and core beliefs inform our 
automatic thought process and are at the root of creating automatic thoughts and thought 
distortions (Rector, 2010, p.2). An essential aspect of the client's work when working with the 
CBT model is identifying what rules, assumptions, and core beliefs one has as the first step in 
challenging and changing our cognitive processes during emotional upsets and challenging 
events.  
The CBT process's second treatment goal is identifying, understanding, and changing 
unhelpful behaviors. Rector (2010) identifies several different behavioral interventions such as 
self-monitoring (p. 25), exposure therapy (p.29), and behavioral experiments (p.32). While it is 
beyond this report's scope to discuss each of these interventions at length, it is vital to recognize 
these behavioral interventions as part of the CBT process.  
While I started my practicum with a basic understanding of CBT's cognitive process, I 
was less familiar with CBT's behavioral interventions. As such, I ensured that I intentionally 
focussed on these concepts.  During the first week of practicum, I completed the Dr. Burns CBT 
training program (provided by Northern Health) to further develop my understanding and 
proficiency in using CBT in practice. I specifically allocated this time to enhance my knowledge 
about CBT due to the vast amount of empirical evidence that argues that CBT is "an effective 
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treatment for many psychological conditions including mood disorders, such as depression and 
bipolar disorder, anxiety disorders, etc." (Rector, 2010, p. 4). Therefore, CBT is an effective 
treatment and a versatile modality that will be an effective tool in my future social work practice 
that is considered the "gold standard" (p. 8) of therapeutic interventions.   
Dialectical Behavioural Therapy (DBT) 
DBT is a therapeutic modality used by the CAST team for group treatment services. I 
was not involved in the DBT treatment groups specifically in this practicum; however, it is 
crucial to understand the foundation and distinctions between CBT and DBT for future practice. 
It is also critical learning because DBT is a practical, evidence-based intervention that is 
effective for the cohort of clients seen within the CAST team and mental health services.  
Overview. DBT is a modality that Dr. Marsha Linehan initially created for suicidal 
behavior; however, it was expanded in the 1980s as DBT effectively treated Borderline 
Personality Disorder (BPD) (Linehan, 2014). Over time, DBT has become known among 
professionals as a successful treatment modality for other mental health disorders such as post-
traumatic stress disorder (PTSD), eating disorders, substance misuse, and mood disorders 
(Northern Health, 2019b). In 2015, Linehan published the second edition of the DBT Skills 
Training Manual. The CAST uses this manual for group therapy sessions with individuals and 
groups who seek support for personality disorders or similar concerns and symptomology. For 
example, you do not need to meet the requirement of having the diagnosis of personality disorder 
to be eligible for group services in DBT. An individual might be an appropriate referral to the 
DBT group therapy if they seek strategies for dealing with distress tolerance regardless of their 
mental health disorder diagnosis.  The Canadian Mental Health Association (2019b) describes 
DBT as a therapy that is "based on CBT, with a greater focus on emotional and social aspects. 
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DBT was developed to help people cope with extreme or unstable emotions and harmful 
behaviors. DBT is an evidence-based approach to help people regulate emotions" (para. 1). The 
following section will illustrate my basic understanding of the similarities and differences 
between CBT and DBT. 
Similarities and Differences between CBT and DBT. Van Dijk (2013) states that when 
explaining the difference between CBT and DBT is "in terms of the skills, DBT is just CBT 
using different language with the addition of mindfulness and acceptance techniques" (p. 7). 
However, she also asserts that there are several differences between CBT and DBT beyond the 
simple distinction of how thoughts are recognized and processed.  
Swales and Heard (2009) argue that DBT works with clients from a principle-driven 
approach instead of CBT, which tends to work with clients from a protocol-based approach. For 
example, CBT has a prescribed set of steps from which the therapist would work with the client 
to address a specific issue.  On the other hand, DBT is more flexible. The focus is less on 
presenting the issue and draws from principles that allow the client and therapist to validate how 
the client is feeling rather than focusing on specific issues (Van Dijk, 2013).  This validation is 
significant for clients who are living with a personality disorder because, as Van Dijk (2013) 
states: 
This is crucial in treating people who have difficulties managing their emotions—and 
specifically those with a diagnosis of BPD—since these clients often face a variety of 
problems, making it difficult to focus on just one issue in each session. When a client is 
experiencing a variety of problems, attempting to follow a highly structured treatment 
protocol that targets just one of these problems is almost impossible and would probably 
be perceived by the client as invalidating. (p. 7) 
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Knowing what type of therapeutic approach is appropriate is critical when working with clients 
seeking treatment. This enables clinicians to provide appropriate referrals to services, a 
fundamental component to providing trauma-informed care (as discussed in the principles of 
trauma-informed care in the above section).  
Another critical difference is the therapist's role and how it is delivered. CBT is centered 
on the more traditional teacher-student relationship, whereas in DBT, the therapist takes more of 
a nurturer or ally role (Grohl, 2018); also, both CBT and DBT have an individual therapy 
component, but DBT also involves a group component for skills practice. This group component 
is usually organized by module (referred to by the CAST team as pillars) for skill development. 
The four pillars are Mindfulness; Effective Interpersonal Skills; Distress, Endurance, and 
Tolerance; and Emotional Regulation.  
Finally, CBT and DBT differ in ideology. While DBT focuses on accepting current 
realities and healthy coping skills, CBT seeks to understand the thought (negative or positive and 
automatic or habitual, etc.) and assess the client's core beliefs and values (Grohl, 2018). 
Arguably, it is vital to understand the difference between CBT and DBT in practice.  I would 
also add that it is essential to understand these ideological differences to refer clients to 
appropriate services. For example, when looking to refer a client to group services, it is 




CHAPTER 5:  LITERATURE REVIEW 
This literature review is organized into two sections. The first section will provide a brief 
historical overview of trauma, explore the differences between trauma-informed services vs. 
trauma-specific services, and examine the importance of Trauma-Informed Social Work practice. 
The second section will provide a brief synopsis of some concepts specific to trauma-specific 
interventions. I will give an overview of the conceptualization of stress and threat in trauma 
recovery. Then, I will explore the body’s response to a threat by discussing the autonomic 
nervous systems and dysregulation process. Finally, I will consider how creating meaning creates 
hope in our ability to heal.  
Part One  
A Brief History of Trauma Conceptualization:  PTSD and ACEs 
Over time, our collective understanding of trauma has evolved.  In the late 1800s, the 
term hysteria represented the first understanding of traumatic symptoms.  Eventually, this 
expression became PTSD; however, the definition of PTSD in the early 1900s was typically 
reserved for individuals experiencing the after-affects or symptomology of war – shell shock or 
combat fatigue (Porter, 2018).  It was not until the women’s movement in the 1970s when the 
realities of domestic and sexual violence experienced by women became increasingly apparent 
that trauma experts realized that the majority of people in the United States who were suffering 
from PTSD were not soldiers returning from war but women and children who lived “lives of 
captivity within their own homes” (Herman, 1992, p. 378).   
The concept of PTSD has changed considerably within the diagnostic framework, and it 
is important to review this history.  Arguably, the diagnosis of PTSD has had a controversial 
history within the Diagnostic and Statistical Manual of Mental Disorders (DSM), first appearing 
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as a diagnosis in the third edition published in 1980 (Pai et al., 2017). The diagnostic criteria for 
PTSD underwent significant changes in subsequent editions. For example, the DSM-5 made 
several changes, most notably the separation of PTSD from the anxiety disorders category (as 
previously assigned in DSM-IV). This change was critical because empirical evidence reports 
that “PTSD entails multiple emotions (e.g., guilt, shame, anger) outside of fear/anxiety 
spectrum” (p. 2). Thus, the DSM-5 includes a brand-new diagnostic category called Trauma and 
Stressor-related Disorders, highlighting a focus on adverse events and requires exposure to a 
stressful event as part of the diagnostic marker. This is a significant change in classification 
because this new category is the only diagnostic category in the DSM-5 that is not grouped 
conceptually by the types of symptoms characteristic of its disorders. The category of Trauma 
and Stressor-related disorders include “PTSD, adjustment disorders, reactive attachment 
disorder, disinhibited social engagement disorder, and acute stress disorder” (APA, 2013, p.265). 
In addition to classification changes, criterion changes and symptomology changes were made in 
the DSM related to exposure to a traumatic event. The definition of trauma in the DSM-5 now 
requires “actual or threatened death, serious injury, or sexual violence” (APA, 2013, p. 271). 
This definition is significantly different that the description of trauma provided by leading 
scholars in trauma recovery and has involved controversy and criticism since its 
conceptualization. This qualification exposure to trauma is the foundational aspect that the rest of 
criterion builds upon to diagnose PTSD (p. 3).  
Another significant historical development in the concept of trauma includes the 1998 
release of the ground-breaking research study the Adverse Childhood Experiences (ACE). The 
ACE study found a "strong graded relationship between the breadth of exposure to abuse or 
household dysfunction during childhood and multiple risk factors for several of the leading 
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causes of death in adults" (Felitti et al., 1998, p. 245). Since this time, follow-up studies and 
publications have added a breath of information, increasing our knowledge of ACEs' effects on 
health outcomes, which is far beyond this report's capacity and intention to detail.  However, it is 
imperative to understand the direct relationship between the numbers of ACEs a person 
experiences and their health, development, and functioning into adulthood and the potential to 
interrupt and delay childhood development. A recent study states that the "harm to children's 
developing brains is so profound that the effects show up decades later [which can] cause much 
of chronic disease, most mental illness, and addiction and are at the root of most violence" 
(International Initiative for Mental Health Leadership, 2016, p. 13).  
Understanding the impact of ACEs is critical because clients access mental health and 
addiction services at community health organizations such as Northern Health. Merrick et al. 
(2017) suggest "the relationship between childhood adversity and mental health is of particular 
interest to the field of public health due to both the magnitude and effects of mental illness in 
adulthood" (p.10). There are several reasons why this is of interest to public health; First, to 
competently serve clients accessing services.  Second, to provide prevention education to the 
public, and finally, to ensure qualified, informed care is provided by community professionals. 
The information graphics and assessment tools were perhaps the most pertinent 
information from the ACE study to impact my practicum.  For instance, I used the Life Events 
Checklist to screen for potentially traumatic events in patients’ lives (Psychiatry & Behavioral 
Health Learning Network, 2019).  These valuable tools have become industry standards when 
evaluating the role of past trauma for clients seeking mental health and addiction services. This 
checklist was integral in my learning because it provided me with an empirically tested screening 
tool that offers a vehicle to explore how the client understands their trauma history. Second, it 
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created an opportunity to provide accurate information and psychoeducation to the client if they 
are open to exploring the role trauma has had, or not had, in their journey.   
Trauma-Informed Services vs. Trauma-Specific Services  
Trauma-Informed approaches are a broad way of understanding how trauma influences 
an individual's experiences and mental health outcomes.  Harris (2001) defines trauma-informed 
services as provided at all levels of support and focuses on the individual's safety, personal 
choice, and whereby the client is in control. Identifying all aspects of service delivery is 
interpreted as a continuance of care in a complex system. Knight (2015) asserts that in trauma-
informed social work practice, "practitioners neither ignore nor dwell exclusively on past trauma. 
Rather, trauma-informed practitioners are sensitive to how the client's current difficulties can be 
understood in the context of the past traumas" (p. 25).   
Knight (2015) makes several arguments for the importance and validity of trauma-
informed services. She recognizes that not all adult survivors of trauma seek services looking to 
address past trauma. Instead, the "survivor of trauma seeks out or is required to seek treatment, 
not for the past trauma, but current problems in living" (p. 25). She argues that this assumption 
has contributed to "the history of past trauma being overlooked, along with the impact that this 
may have on current functioning…which is frustrating to clinicians and survivors alike" (p. 25). 
The TIP guide summarizes this point accurately by stating the following: 
Utilizing a trauma-informed approach does not necessarily require disclosure of trauma.  
Rather, services are provided in ways that recognize the need for physical and emotional 
safety, as well as choice and control in decisions affecting one's treatment. Trauma-
informed practice is more about the overall essence of the approach or way of being in  
the relationship than a specific treatment strategy or method. (p.12) 
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This is imperative to my learning for me to understand that while many clients may have 
had (or were currently experiencing) trauma, trauma disclosure was not contingent on accessing 
services. It is also important to understand the difference between trauma-informed vs. trauma-
specific interventions. While Trauma-Informed is a general Trauma-specific intervention, it 
“aims to alleviate acute PTSD symptoms and improve coping. Trauma-informed Care (TIC) is a 
framework for understanding the nexus between childhood experiences and current presenting 
problems” (Levenson, 2020, p.289). This is critical to recognize when providing services to 
clients because one can provide trauma-informed care regardless of trauma-specific clinical 
skills and training.  
Part Two  
During the onset of COVID-19, it became increasingly evident that a more 
comprehensive understanding of trauma was required to cope with this new reality effectively. 
During phase two of my practicum experience (see Chapters Six), I had the opportunity to 
engage in online training opportunities for trauma-specific care. The purpose of this section is to 
discuss the key concepts that changed the way I understand trauma. When looking for training 
opportunities, I searched for opportunities to provide me with this knowledge. The training 
sessions I completed provided an in-depth look at the theory and praxis of trauma-specific 
interventions, fostered personal and professional agency and helped me learn how to foster a 
sense of personal control during a global crisis. The training also allowed me to identify my 
painful past learning, identify my internal locus of control, spark hope, and build resiliency from 




What is stress? When asked that question, most people can tell you when they have felt 
stressed and may give examples of stressful situations or even recount the effect stress has had 
on themselves or a loved one. This section will deconstruct stress to understand what it is, 
discuss how it affects our mind and body, and explore how it can be managed effectively.  
When attempting to understand stress, the first task is to acknowledge the difference 
between a stressor and stress itself. In a recent publication, Burnout, the authors provide the 
following robust definition, as follows:  
Stressors are what activate the stress response in your body. They can be anything you 
see, hear, smell, touch, taste, or imagine that could do you harm. They are external 
stressors: work, money, family, time, cultural norms and expectations, experiences of 
discrimination, and so on. And there are less tangible internal stressors: self-criticism, 
body image, identity, memories, and The Future. In different ways and to different 
degrees, all these things may be interpreted by your body as potential threats. (p. 4-5). 
This inclusive definition explores how, unlike the stressor, stress itself is “the neurological and 
physiological shift that happens in your body when you encounter one of these threats” (Nagoski 
& Nagoski, 2019, p.5). They also contend that the “stress itself will kill you faster than the 
stressor will - unless you do something to complete the stress response cycle” (p.8). They argue 
that, unfortunately, most people believe that there is nothing more to do once the stressor is 
eliminated. Completing the stress cycles is a critical component in dealing with the residual 
stress left in the body. 
Levine (1976) defines stress as “a reaction resulting from stimuli which sufficiently 
activate the autonomic nervous system (ANS) and is either resolved or accumulated depending 
on whether the pre-stimulus baseline is re-established or not” (p. 2). Levine has continued to 
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connect the primordial stress response to understanding the physiological response to threat 
throughout his career. He argues that if this response to threat is unresolved, we begin to see the 
creation of post-traumatic stress disorder symptoms (2012). 
Likewise, Dr. Gabor Mat  (2003) asserts, “stress is the result of an interplay between a 
stressor and a processing system. The processing apparatus is the human nervous system, 
operating under the influence of the brain’s emotional centers” (p. 231). Therefore, stress results 
from a process (not a feeling) whereby a stressor triggers an individual. He further argues that 
“our stress-driven society…in a myriad of unconscious ways, helps generate the illness that 
plagues us” (p. xi).  Echoing Levine's work, Mat  recognizes that the stressors present in today’s 
world have become far more complicated than those in pre-modern times or, as seen in the 
classic example of predator vs. prey example often used to illustrate the point. 
Throughout his book, When the Body says No: The Cost of Hidden Stressors, Mat  
illustrates the cost of stress through the stories of his clients living with diseases and conditions 
that he argues is the result of continued, unresolved stressors and the role that the mind-body link 
plays on these conditions. He suggests the way to combat stress is through what he terms The 
Seven A’s of Healing: Principles of Healing which are Acceptance, Awareness, Anger, 
Autonomy, Attachment, Assertion, and Affirmation. Mat  argues that “pursing the Seven A’s of 
Healing will help us grow emotional competence… [which he defines as] the capacity that 
enables us to stand in a responsible, non-victimized, and non-self harming the relationship with 
our environment” (p. 263) and is critical to our healing journey. This emotional competency, 
Mat  argues, is essential to taking back our power and managing anxiety symptoms in a 
productive and even healthy way.  
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Bloom and Farragher (2013) state that stress ranges in degree along a continuum ranging 
from “positive stress, to tolerable stress, toxic stress, and traumatic stress” (p.9). Likewise, 
Gentry & Block (2016) state stress:  
is not an elemental force of nature that exists outside of ourselves. It is not a black hole of 
loss and despair that we are powerless to escape. Instead, it is a flawed but still useful 
biological response to a perceived threat that evolved over a millennium in a very 
different time and place that we live in today. It can be empowering and performance-
enhancing or destructive and deadly. We can learn to control it and use it to our 
advantage, or we can let it control us and become our victims. (p. 14)  
If we understand this to be true, then the question becomes: How could we handle stress in a 
healthy way? While this sounds simple, many people get stuck in stress responses for various 
reasons, including the relentlessness of chronic stressors, the expectation of “social 
appropriateness” (p. 9), and the need to create and maintain safety. However, despite these 
factors, there is a need to complete the stress cycle as often as possible to mitigate and reduce the 
opportunity for stress to become stuck in the body. Perhaps the most exciting point in my 
learning was the connection between mind and body in the following excerpt from the book 
Burnout, which states:   
Your body has no idea what filing your taxes or resolving an interpersonal conflict 
through rational problem-solving means. It knows what jumping up and down means. 
Speak its language-and its language is body language…Physical activity is what tells 
your brain you have successfully survived a threat, and now your body is a safer place to 
live. Physical activity is the single most effective strategy for completing the stress 
response cycle (p.15)  
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As a clinician, I have often explored self-care ideas with clients experiencing physical symptoms 
of stress. Exercise has always been at the top of recommended self-care activities. Until reading 
this passage in a book about burnout, I could not understand why it is the most effective. Please 
see Chapter Six for further discussion and my personal experience in cultivating a sense of 
personal empowerment to push back against chronic stress.   
Threat 
While an in-depth analysis of the mechanics of threat from a physiological perspective is 
outside the scope of this report, I will provide foundational information in this section, defining 
the term threat, discussing the threat response, and exploring why this basic understanding is 
pivotal in trauma-informed and trauma-specific work in clinical social work.  
Threat and the Fight-or-Flight Response (and sometimes Freeze and Fawn). Like the 
specification of stressors vs. stress, the term threat can be further differentiated. A threat can be 
understood as both a real or perceived threat and will activate a threat response in our body, more 
commonly known as The Fight or Flight System. While this may look obvious at first glance, 
what one perceives as a threat can feel the same as a real threat and will initiate a biological 
response in the body through the sympathetic nervous system (SNS).  The following section will 
explore this biological response. 
Gentry & Block (2016) explain: 
one of the SNS’s chief roles of the “sympathetic nervous system is activating these 
organs into a heightening state of readiness – the flight-or-fight response-whenever we 
perceive a threat to our safety and survival. This threat detection process occurs 
extremely quickly and almost entirely below our conscious awareness. (p. 16)   
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This reaction is a good thing. We want this to happen. This flight-or-fight response role keeps us 
alive by allowing the body to initiate the necessary biological responses we need to either fight 
the threat or run away from it. Unfortunately, however, when the SNS is activated, it “suppresses 
the high centers of our brains-including the cerebral cortex-that enables us to reason, analyze, 
and make voluntary choices based on judgment and prior experience” (p.18). This process will 
continue to control the body until the threat (or the stressor) has passed. 
 Once the threat (or the stressor) has passed, a secondary biological system is triggered. 
The Parasympathetic nervous system (PNS) is a neural pathway that runs in two directions 
between our spinal cord and our major organs system; it plays the opposite role as that of the 
SNS, “calming our bodies and conserving our energy resources for more routine processes such 
as digestion and reproduction” (p.19). The PNS initiation sends a signal to our brain, essentially 
giving an all-clear signal that allows our brain's high centers to return to regular activity. This 
process might result in us feeling like we can think, interact with others, or act intentionally with 
how we would like to respond (instead of reacting). 
 As trauma research has evolved, the scientific understanding of these complex biological 
responses has evolved. Biological psychologist Dr. Stephen Porges developed Polyvagal Theory 
which argues that the PNS is divided into two subsystems called the dorsal vagal and ventral 
vagal system. These subsystems affect how we react to a perceived threat (Porges, 2017).  The 
dorsal vagal (DV) subsystem “acts as a brake on the SNS…helping the body gently return to 
from arousal to relaxation” (Gentry & Block, 2016, p. 20). The DV system is responsible for the 
freeze reaction. This freeze action is more commonly seen in animals, hence the popularity of 
sayings like, he froze like a deer in headlights! In his publication In an Unspoken Voice, Levine 
(2012) recounts his personal experience with the DV freeze reaction in a motor-vehicle accident. 
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He argues the DV is the biological response that if allowed to complete the cycle without 
suppression or intervention, it is far less likely that the person who experienced the trauma will 
suffer from post-traumatic symptoms.  
 Fawn, or fawning, is an instinctual action associated with C-PTSD, described by Walker 
(2003) as a “specific type of instinctive response resulting from childhood abuse and complex 
trauma….[which] results in the repression of the trauma-associated ‘fight’ response” (2003, para 
3).   
The other subsystem of the PNS is called the ventral vagal (VV) system.  It is only found 
in humans and can also be called the social engagement system. Gentry & Block (2016) explains 
the VV system in the following way: 
Anatomically, the ventral vagal system connects the brain stem to the organs above the 
diaphragm…to the muscles of the face and head. As part of the parasympathetic nervous 
system, the ventral vagal system furnishes similar capabilities for relaxing our bodies and 
suppressing the flight-or-fight- response generated by the sympathetic nervous system 
and the freeze response generated by the dorsal vagal system. However, unlike either of 
these systems, it operates through the medium of face-to-face communications. (p. 23-24) 
The VV subsystem is critical in re-establishing safety.  Polyvagal Theory states that “to connect 
and co-regulate with others is our biological imperative. We experience this imperative as in the 
inherent quest to safety that can be reached only through successful social relationships in which 
we co-regulate our behavior and physiology” (p. 51). This co-regulation could be experienced 
with a friend or loved one, a support person such as a healthcare worker, or in therapeutic 
sessions. The idea of co-regulation has transformed my practice and is discussed further in phase 
three of my practicum experience (see Chapter Six).  
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Understanding these biological processes has exciting implications for working with 
clients who suffer from post-traumatic stress symptoms because it creates an understanding of 
why they are experiencing symptoms that, for many, are distressing. This information can then 
be delivered to clients during psychoeducational sessions in an accessible way. This information 
creates the why for their suffering beyond the painful past learning itself. The following section 
will discuss how creating meaning is critical in the healing journey.  
Creating Meaning  
As discussed in the above sections, the psychosocial component is critical in the 
therapeutic process. When a client can understand why the body reacts to a threat in a particular 
way, it shifts the locus of control from external to internal, allowing the client to feel empowered 
in an otherwise vulnerable state of mind. This shift allows us to identify myths and unhelpful 
assumptions and transform them into ways to armor ourselves with facts and effective strategies 
to begin our healing journey, or “sometimes just blow them to smithereens. With science” 
(Nagoski & Nagoiki, 2019, p. x).  Forward Facing Trauma Therapy (FFTT) makes this same 
point by arguing that self-regulation of these biological processes allows us to create the space 
and “shift from an external locus of control - one of powerlessness and victimhood-to an internal 
locus of control in which we are empowered and free” (Gentry & Block, 2016, p. 45) 
Understanding the why has incredible power in creating meaning in the suffering that has 
often kept us stuck. Throughout my practicum experiences and online training, it became evident 
that there is a distinct need for clients to understand why they are experiencing these symptoms. 
It has been my observation when working with clients at CAST that are generally aware of their 
painful past learning or the current situations in which they live. However, what appears to be 
less understood is how the symptoms they are suffering from directly result from the biological 
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process of fight, flight, freeze, and fawn. Second, these symptoms can be managed to restore 
equilibrium, safety, and quality of life. In the words of Victor Frankl, “There is nothing in the 
world, I venture to say, that would so effectively help one to survive even the worst conditions as 
the knowledge that there is a meaning in one's life” (p. 61). When one can understand they are 
experiencing stress symptoms, we begin to see a shift in efficacy required to heal. 
The literature discussed in this chapter provided foundational learning for my practicum 
experience that I will bring forward into my future practice. In the following chapter, I will 






CHAPTER 6: PRACTICUM GOALS AND MY THREE-PHASE LEARNING EXPERIENCE 
Three-phase Practicum Experiences  
As previously mentioned, my practicum experience evolved into a robust three-phase 
experience that provided learning that I did not initially anticipate. This chapter summarizes 
those experiences and is broken down into three sections. 
Phase One: On-site learning  
 During phase one of my practicum, I had the privilege to work and learn alongside the 
CAST team in both group and individual therapeutic settings. This section will briefly describe 
the activities and learning opportunities during each.  
Group Therapy Sessions 
As part of my learning objectives, I was part of two therapeutic groups: Depression 
Recovery and Panic and Anxiety. My role was to prepare for the group by learning the required 
content and attending each session in different capacities: Facilitator, co-facilitator, and observer. 
Working with a client group is a modality that I was familiar with from my previous work 
experience.  
In the observer role, I found it challenging not to have a set position in the group; 
however, this experience provided room for me to notice each of the clinicians' different styles 
and watch the group participants. It was interesting to witness the two clinicians, who have 
worked hard at their professional relationship, working as a team with the clients. They had a 
rhythm to the way they co-delivered the group material. Unfortunately, practicum was 
interrupted just as I transitioned to the co-facilitator role. I could not gain experience in these 
group sessions in a position beyond the observer.   
Shadowing trauma-specific sessions  
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During my practicum experience, I had the opportunity to sit in on a series of trauma-
specific sessions. In these sessions, I observed the clinician and client work through the safety 
and stabilization protocols adapted from TF-CBT. It was noteworthy to watching the clinician 
co-regulate with the client throughout the sessions. Initially, co-regulation was practiced 
intentionally to teach emotion-regulation skills. However, I observed the same skills used when 
discussing distressing events in both the present and the past.  It was powerful learning to see the 
intense effect of memory recall, especially the impact these emotions have on the body. During 
the sessions, I observed the client's physical responses as the session unfolded and the clinician's 
physical reactions to the client at the moment.  
Reflecting on this experience as I completed the virtual training course, I was better able 
to link the material presented in training to the interactions in those sessions. For example, I had 
been able to observe the client's physiological responses to triggers in session and the process of 
co-regulation that the clinician used to maintain safety in session skillfully. I quickly realized 
why it was critical for a clinician to have mastery of self-regulations skills, not only during 
sessions but also before and after sessions.  Unfortunately, soon after this experience, my 
practicum supervisor left her role in the organization, and we did not have the opportunity to 
continue this work. Instead, I engaged with other clinicians on the CAST team regarding their 
emotional-regulation experiences with clients. The initial experience gained in shadowing those 
initial sessions played a significant role in selecting training courses I chose in the next phase of 
my practicum experience. The following section will discuss the second phase of my practicum 
experience at CAST.   
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Phase Two: Virtual Learning in a Global Pandemic  
This section will discuss the second phase of my practicum experience. First, I will 
discuss the impact of COVID-19 on my practicum plan. Chapter Four provided a brief literature 
review of the theoretical knowledge gained during this learning phase. This section aims to 
review each training course, providing a brief synopsis of the content of each and discuss key 
learning and skills acquired.   
Phase two of my practicum experience was a virtual learning experience. I had the unique 
opportunity to participate in valuable training opportunities from experts globally. With my 
practicum supervisor, CAST clinicians, and mentors, I designed an online learning plan 
submitted for approval by UNBC. While there were many different training opportunities and 
modalities to choose from, the criteria for choosing training courses included accessibility, cost, 
and access to supervision. For example, EMDR is a gold-standard therapeutic intervention used 
in trauma recovery. However, this is not training that all clinicians at CAST currently have, the 
cost for this training is high, and it was not accessible during my practicum.  However, it is 
training that I will pursue post-graduation.  The opportunity to learn virtually was critical to my 
learning for the following reasons: First, it allowed me to explore continuing education 
platforms, course opportunities and critically evaluate my training options. Second, it provided a 
platform to connect with other professionals and students who were experiencing the same 
challenges with COVID-19 realities. Third, it provided me with a broad understanding of 
trauma-specific modalities and concrete clinical skills, therapeutic tools, and knowledge to use 
with my clients. This section will briefly summarize each of the training courses I completed 
during phase two of my practicum. Then, I will discuss the overall learning experience and 
highlight the critical learning that I can integrate into my practice moving forward. 
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Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) 
TF-CBT is "an evidence-based, conjoint child and parent/caregiver psychotherapy model 
for children and adolescents who are experiencing clinically significant emotional and behavioral 
difficulties related to traumatic life events they have experienced" (Medical University of South 
Carolina, 2021). The Medical University of Southern California created an online certification 
course called TF-CBT Web 2.0. This course is the first step in the certification process. It 
provides comprehensive theoretical background information on the therapeutic approach and in-
depth training and videos demonstrating the TF-CBT protocols.  
This training is intended for use with children and youth; however, it provided an 
excellent foundation of theoretical and clinical skills that I found extremely useful when learning 
about trauma-specific interventions. Specifically, the video demonstrations connected the theory 
to clinical skills. They provided the opportunity to watch various skilled clinicians execute these 
skills with clients in taped sessions.  
Cognitive Processing Theory (CPT)  
CPT is a trauma-focused therapy created by Drs. Patricia Resick, Candice Monson, and 
Kathleen Chard specifically treat PTSD based on the theoretical perspective of CBT. CPT 
"posits that individuals organize information into schemas (categories of information) to make 
sense of the world, interpret new information, and exert some level of prediction and control 
over their experiences" (Galovski et al., 1979, para 1).  
The CPT Web course was created as an interactive online course derived from original 
CPT content to aid those seeking certification. Like the TF-CBT Web 2.0 course described 
above, the CPT Web course provides detailed instructions for each protocol step. It provides the 
necessary theoretical background and resources needed for a foundational understanding of this 
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therapeutic approach. In addition to this information, the training also provides scripts and video 
demonstrations of each stage of the protocols showcasing the CPT-specific techniques. I found 
myself referring to these scripts and videos when I was unclear about a point in the protocol and 
found the video demonstrations beneficial when developing my style. While I might understand 
the concept theoretically, watching how different experienced clinicians execute a protocol/ skill 
was valuable, especially when learning on a virtual platform in a remote location isolated from 
the clinicians at CAST.  
Trauma Competency for the 21st Century  
The Arizona Trauma Institute provides comprehensive training opportunities for 
professionals seeking knowledge and skill development in a wide range of topics. The course 
Trauma Competency for the 21st Century has been critical in my skill development and base 
knowledge of trauma-specific modalities. First, it provided a historical overview of trauma 
conceptualization, highlighting the contributing intellectuals and the evolution of trauma's 
societal understanding. Next, it provided a comprehensive evaluation of all the different trauma-
specific modalities, highlighting each approach's theoretical underpinnings and noting each 
modality's strengths and the training and certification needed to provide each style. The training's 
primary focus was on knowledge and skill-building. The clinicians engaging in this training have 
practical skills to bring back their practice to traumatized clients, including assessment and 
evaluation tools. The training also introduced the 5- Narrative Exposure Therapy (NET) Method.  
This method provided the theoretical knowledge required in trauma-specific interventions and 
offered a comprehensive and evidence-based approach to integrate into my clinical social work 
practice. The following section will give a brief overview of the 5-Narrative Expose Therapy 
(NET) Method.  
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5- Narrative Exposure Therapy (NET) Method .  The NET method is described 
in the literature as a "unique treatment procedure [which] synthesizes several cognitive-
behavioral techniques that have generated robust evidence for their effectiveness with trauma 
survivors" (Baranowsky et al., 2015, p.126), including CPT and EMDR. There are five separate 
narrative procedures to be completed: Graphic Timeline Narrative, Written Narrative, Pictorial 
Narrative, Verbal Narrative, and Recursive Narrative (Gentry & Rhoton, 2020). This method 
presents a "highly structured process designed to help survivors quickly and effectively confront 
and desensitize the painful, intrusive and anxiety symptoms associated with PTSD" (p. 126).  
A vital feature of this method is the time necessary to complete the work. Unlike other 
trauma-specific modalities such as EMDR and CPT, which require 120-minute sessions, the 
NET method is conducted in a single sixty-minute session “that requires an additional fifteen-to-
thirty-minute set-up in a previous session, or a ninety-minute session during which all processes 
can be completed" (p. 126). The adaptability to clinical settings is ideal for several reasons. First, 
there has been a standardization of fifty-minute sessions in many clinical facilities, including the 
clinical standard for session length for the CAST Team at Northern Health. Second, it appears to 
target the physical symptoms and provide skills the client can implement outside of the session 
very quickly in the process. The protocol also argues that because clients have success early in 
the treatment protocol, there is evidence to suggest that could reduce the number of sessions 
needed. He argues that this has potential long-term benefits, such as reducing wait times for 
mental health clinicians. It significantly reduces debilitating trauma symptoms in the first series 
of sessions (Gentry & Rhoton, 2020).  
 Self-regulation is another critical component of this modality. The NET method argues 
that for the treatment to be effective, "both the client and the therapist [must] understand and be 
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skilled in self-regulation. [This is essential in] giving survivors the ability to recognize when 
their nervous system is overcharged and then provides them with the necessary tools to master 
the skills of self-regulation" (p.126).  
 For the NET method to be initialized, the client must demonstrate competency in three 
main areas: Basic understanding of the threat response, the perception of threat, and self-
regulation skills. The following section will briefly describe each of these competencies.   
First, the client should "understand how their nervous system including brain functioning 
reacts to perceived threats" (p.126). Here, the NET theory draws from different theoretical 
orientations to provide a comprehensive understanding of the biological process and provides a 
psychoeducational framework designed to help clients understand what is happening to them 
during these trauma responses. I have integrated this technical information into my clinical style 
during my practicum by creating a relatable psychoeducational script demonstrating the links for 
clients. This script includes an accessible way of describing the connection between stressors and 
stress, the threat response, and the Automatic Nervous System (ANS), providing the answers for 
many clients as to why the body reacts to stress and trauma triggers. It also explains and 
demonstrates tools and techniques that encourage clients to practice self-regulation techniques 
necessary to unlock physiological threat responses (see the third requirement for further 
discussion).   
 The second requirement is the "understanding and appreciation for the constant 
confrontation of perceived threats in their lives (and how this threat matrix is elevated for trauma 
survivors)" p. 126). Here, cultivating hope and creative, positive expectancy is the focus of 
psychosocial education and skill-building. This requirement intends to work with the client with 
the end goal of confronting (and effectively coping with) perceived threats as they happen.  
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 The third requirement is that the client "demonstrates the ability to keep their body 
regulated and relaxed when confronting perceived threats, both imagined and in vivo" (p.126). 
Mastery of self-regulation is evident demonstrates self-regulation skills in session and during 
their day-to-day lives. 
 The fourth requirement is successful completion of the Safety and Stabilization Phase, 
which Gentry and Rhoton (2020) state involve six categories:  (a) resolve (real) danger, (b) 
distinguish between real and perceived threat, (c) develop a library of regulation and relaxation 
skills, grounding techniques, and containment skills, (d) demonstrate the ability to self-regulate 
and self-rescue, (e) Contract to address traumatic material (survivor's initiative) and (f) 
demonstrate a non-anxious presence with positive expectancy of outcome (p. 93).  Once these 
requirements are satisfied, the client is ready to move onto the NET method if they so choose.  
This training provided a theoretical overview of the ANS and Polyvagal theory to 
understand the physiological response to stress, threat, and post-traumatic symptomology. While 
it is beyond this report's scope to provide an in-depth evaluation of each of those components, 
this knowledge allowed me to bridge theory and praxis, especially in the initial sessions with 
traumatized clients.  For example, when explaining the ANS's response to threats with clients in 
session, two things are happening. First, they are gaining knowledge about what is happening to 
their physiology when under perceived threat. Second, they can build practical skills and efficacy 
in managing those symptoms with this knowledge. This efficacy is empowering, allows the 
client to strengthen resiliency, and fosters a sense of hope in what can feel like a hopeless 
situation for many clients seeking help. 
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Advanced Training for Trauma Treatment of Complex PTSD 
The Arizona Trauma institute also provides an advanced level of training that builds on 
the foundational training provided in the course Trauma Competency for the 21st Century  
discussed in the previous section. While the first training provided skills and for treating 
post-traumatic stress, this training focuses on complex post-trauma stress disorder (C-PTSD) 
specifically and looks to create clinician's competency for working with complex clients. I 
choose this training precisely because of the complexity of most of the clients involved with the 
CAST team. This training provided a robust understanding of PSTD and C-PTSD's differences 
and introduces the critical concept of attachment trauma. This training provided an excellent road 
map for further training needed in the future.  
 Many of the skills from the foundational course mentioned above were briefly discussed 
again in this course, including self-regulating ANS dysregulation skills, creating positive 
expectancy, and creating safety and stabilization and the appropriate use of assessment skills 
instruments. The course also provided in-depth explanations of C-PTSD symptoms, including 
discussion around interpersonal problems, health problems, and the C-PTSD neurobiology, 
which focuses on procedural memory disruptions and interpersonal neurobiology, and healthy 
attachment (Gentry & Rhonton, 2020).  
The knowledge gained in the course was helpful when working with complex clients 
such as personality disorders. During my practicum experience, I learned tangible skills to use 
when working with clients with complex needs and sparked an interest in further learning about 
attachment trauma in the future.  
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Critical Incident Stress Debriefer Certification (CISD) 
The Ontario Critical Incident Stress Foundation provided the virtual CISD training. This 
organization offers training for a wide range of professionals and is accessible internationally. 
This live webinar training course was delivered via Zoom over two days and provided theoretical 
knowledge and the CISD protocols. The training also created space to practice this protocol with 
others in mock debrief sessions.  
This training is available to various professionals, and there was a range of professionals 
in attendance, including law enforcement officers, first responders, firefighters, and counselors 
from around the globe. It was interesting to learn the material from a social work lens while 
listening to other professionals' frameworks and experiences. 
Reflecting on this training from a somatic trauma-specific lens, the talk-therapy approach 
used in CISD is problematic for several reasons. In the publication, In an Unspoken Voice 
(2010), Levine and an ambulance paramedic discuss why the CISD protocol can be problematic, 
using the somatic lens to illustrate the point, recounting a motor vehicle accident Levine was 
involved in. Levine (2010) states: 
I probably won't get post-traumatic stress disorder…my shaking and following my self- 
protective responses helped me "reset" my nervous system and brought me back  
into my body. "This way," I go on, "I am no longer in fight-or-flight mode. (p.8) In this 
conversation, the paramedic appears to realize that the initial medical response prohibits 
movement through physical restraints and medication which inhibits the body's nervous system 
from resetting.  These measures, Levine argues, "may give them temporary relief, but it just 
keeps them frozen and stuck." (2010, p.8).  
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In the same conversation, CISD is discussed. The ambulance paramedic states she had 
attended a critical incident debrief session with other paramedics. In this conversation with Dr. 
Levine, she says,  
They tried it with us at the hospital. We had to talk about how we felt after an accident. 
But talking made me and the other paramedics feel worse. I couldn't sleep after we did 
it—but you weren't talking about what happened. You were, it seemed to me, just 
shaking (2010, p.8). 
 Levine explains that by allowing the nervous system to reset naturally, the body is much more 
likely to recover from trauma-avoiding becoming stuck. Like the ambulance paramedic talks 
about in her CISD, talking about the incident alone can flood them with memories instead of 
allowing the body's protective response system to initiate.  
It was interesting to share this knowledge with other CAST clinicians after completing 
this training. I was curious if any staff had CISD training or had been to a debrief session. 
Several clinicians had been to debriefing sessions and shared very similar responses as the 
paramedic’s experience above. One individual explained that it created further suffering hearing 
other’s perspectives and delayed her ability to process and move through the event.  
Aside from the skills learned explicitly for the protocols, I found the most impactful 
learning from this course came from listening to the other professionals discuss the impact 
COVID-19 was having in their current positions. One of the participants, an American First 
Responder, spoke about her daily experiences at the onset of COVID-19 when the death toll was 
at its peak. In conclusion, I gained even more exposure to the different types of critical incidents 
one could encounter and listen to the participants' personal stories than the specific skills 
presented in the course.  
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Critical Learning. In addition to the specific skills I learned during the online training 
courses, two essential learning points stood out from the online training I attended. The first, and 
perhaps most profound, overall learning in this practicum experience involves the paradigm shift 
in understanding stress as a biological response to a perceived threat. Gentry & Block (2016) 
states, "stress is nothing more than a reaction to a perceived threat" (p. 4). This statement has 
stayed with me throughout the remainder of my practicum experience. As discussed in the above 
section, one of the other critical pieces of learning was understanding and recognizing the 
physical manifestation of emotional dysregulation. It was interesting to observe dysregulation on 
a broad scale during the early stages of the pandemic. At my practicum site, several staff 
members (ranging from administration, clinicians, team leads, managers, psychiatrists, etc.) 
started to show physical signs of stress during the first few months of the COVID-19 shutdowns. 
This general state of dysregulation provided an excellent opportunity to practice co-regulation 
skills during many different encounters, including virtual staff meetings, encounters with other 
staff, and client interactions. I also found great success using these skills in all my other 
exchanges, from interacting with my family to interacting with others in public spaces and 
intentionally integrating this learning into my daily life.  
Phase Three: Virtual services in a global pandemic  
 At the onset of COVID-19 shutdowns, there was an obvious need to adapt to a new way 
of providing services. This included creating telephone and video formats for counselling 
sessions. It was interesting to witness my own, the staff, and the clients' initial discomfort and 
resistance in this process. Reflecting on this initial reaction from a trauma-informed perspective 
allowed me to see how the new method could be perceived as a potential threat to many staff, 
clinicians, and clients. As time went on, however, we began to witness how this change not only 
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allowed most individuals to continue to access services but provided a safe space for many 
clients to grow and heal in their environments. For some clients, this safety was not achieved in a 
face-to-face service model. One client shared that he had been able to physically access services 
in the past; however, he felt judged by his appearance and non-gender-conforming appearance. 
He explained this prevented him from establishing a safe therapeutic connection with past 
clinicians. He argued that a telephone format allowed him to feel safe in his own environment, 
which helped him connect and heal. While the change to virtual services provided new 
opportunities for some, it also prohibited many clients from accessing services. For example, we 
found that many clients contacted on the waitlist decided to decline services until face-to-face 
modalities were available again. 
 Perhaps the most challenging aspect of virtual services from a clinical perspective 
involved not seeing the clients in person. Whereas we saw the potential benefit of virtual 
connections as described above, not seeing clients in person became problematic in the 
assessment processes. Assessing body language is a vital component of the mental status exam 
and requires practitioners to look for changes in a client's baseline functioning. Despite the staff's 
best efforts to limit services to virtual contact only, there were several instances where the clients 
were asked to come into the office because virtual services created an additional barrier and 
potential risk to the client receiving adequate care. Thankfully, this was not an issue for the 
clients on my caseload because, as a student, I was restricted to off-site, remote services as part 
of the agreement to return to my practicum safely.  
 Ethical considerations for a virtual service delivery model were also components in this 
learning curve. Initially, maintaining the clinician's privacy and safety when working from home 
was considered. The CAST team did not have work-provided cell phones, so the expectation was 
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that we use our cell phones or landlines when working from home. To maintain privacy and 
safety, blocking our numbers was essential in this process, which created interesting dilemmas. 
For example, many clients' devices would not allow calls from blocked numbers, or the blocked 
number would cause the client concern, although they were told to answer calls from private 
callers or blocked callers. This accessibility issue was the case for several clients and required 
troubleshooting before the therapeutic work could begin.  There was also an issue around 
providing services to clients who have experienced paranoia regarding electronic devices. Due to 
my student practicum placement restrictions, I could not work with one client who faced this 
challenge, and they were re-assigned to another clinician.  
Another ethical consideration was keeping client records, notes, and contact information 
confidential and secure. Thankfully, there was already remote access to the Northern Health 
computer network established before COVID-19, although it had been used on a much smaller 
scale than what we required during my practicum. The computer support team at Northern 
Health quickly adapted to the high demand of remote access needed by staff. It provided a safe 
connection to the client's information and charting systems, eliminating the need to troubleshoot 
this process. During sessions, hand-written notes were taken without identifiers and shredded in 
my personal office space to prevent potential confidentiality breaches.  
The final notable ethical consideration around virtual services required staff to 
understand sending and receiving client information via email. As clients were no longer coming 
into the office and social distancing and quarantining themselves, there became a need for an 
alternative way to send and receive clients' documents. At the onset of the COVID-19 
restrictions, the policy condoned email as a method to communicate with clients if the client did 
not send personal information via emails such as forms, supportive documents, or health 
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questionnaires. Writing this report, a year into COVID-19 restrictions, I can reflect that this issue 
continues to be a challenge for clients and staff alike. For example, some clinicians prefer not to 
use their work email with clients in any capacity, and some feel safe using it to communicate, 
sending resources and handouts, etc., to clients. As the pandemic continues, there is an 
increasing need to develop a secure virtual portal for clients to send/receive documentation and 
provide consistent, safe, and confidential spaces for clients instead of creating more barriers to 
accessing services and information.  
Ethical Considerations 
In preparation for my practicum, I needed to consider potential ethical considerations 
specific to this clinical social work practice placement. The following section will discuss 
potential ethical dilemmas during my practicum at CAST.  
Conflict of interest and dual relationships  
A conflict of interest “may arise when research activities and other activities or situations 
place an individual or institution in a real, potential or perceived conflict between the duties or 
responsibilities related to the research, and personal, institutional, or other interests" (Canadian 
Institute of Health research et al., 2014, p. 94-95). It was essential for me to explore conflicts of 
interest in my placement.  I am a student at UNBC, but I am also an employee of the Northern 
Health Authority (on education leave).  I am also an active parent and volunteer throughout the 
community and own and operate a small family craft business. These multiple roles outside of 
my academic institution have the potential to create a conflict of interest. However, when 
working and living in a northern community such as Prince George, dual relationships can be 
expected and managed ethically and transparently (Pugh & Cheers, 2010).  
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The first potential conflict that may arise involves my role as a Northern Health employee 
as an MHSU provider for an outpatient addiction program. Providing care as a student in an 
organization where I have provided care in a different role is not usually considered a conflict of 
interest because of the value of consistent care. Here, the therapeutic connection is valued, and 
continuance of care is offered if the client so chooses. However, it is essential to clarify that my 
role is that of a student, and it is a temporary role so that the client may provide informed consent 
for services.  
During my practicum, this potential conflict was avoided as my potential clients were 
pre-screened for complexity, diagnosis, and service involvement. When the client’s needs were 
appropriate to the experience, skills of my student role, the client was then contacted by the 
administration staff to assess if the client was willing to work with a student. This provided the 
opportunity for the client to provide informed consent, refuse consent to services from a student 
in a safe and trauma-informed way.  
Another potential conflict could arise if the client seeking services and I know each other 
outside of Northern Health (from a volunteer or committee or social/business event in the 
community). This potential conflict would be addressed by having a direct conversation whereby 
the conflict is named, explaining confidentiality, and discussing appropriateness with my site 
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Learning Action  
 
Measurable Outcome 
Develop clinical skill 





- Relationship building 
- Appropriate self-disclosure 
- Reflection 
- Motivational interviewing 
- Resource Navigation 
- Trauma-informed practice  
  Approach 
- Cognitive Behaviour  
  Therapy 









- Developing a charting 
practice that is mindful of 
crucial information and 
critical language use. 
- Shadow master level 





- Engage in ongoing debrief 
sessions with supervisor and 
colleagues 
 
- Self-reflection through post-
session journaling  
 











- Receive feedback from 
supervisor and master level 
Clinicians on charting 
protocol/ styles and method 
- Develop a client caseload 
for which I am responsible 
for assessment, treatment 
planning and intervention, 
and termination 
 
-Increase confidence in 
personal clinical approach 
and skills 
 
- Peer supervision and 
processing to work through 
issues of transference and 
understand when it is 
necessary to transfer clients 
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of practice, actively seek 
consultation, learn from 
different master level 
clinicians to learn different 
practice styles 
 
- Charting is concise and 
appropriate and reflects the 
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-Improve the co-facilitator 
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observation, clarification, 
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- Read relevant information 
on trauma and stressor-related 
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- Demonstrate the ability to 
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clinician in screening and 
assessments, ask for 
clarification as needed 
 
- Read DSM-V classifications 
of major mood disorders 
- Practice comprehensive 
screening and assessment 
tools with clients 
 
 
- Employ DSM-V to review 
mood disorders as needed 
 
Learning Goal #2 – Explore how to practice from a trauma-informed framework at CAST 
Objective Learning Action Measurable Outcome 
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between Trauma and Mental 
health in the context of 
services provided by CAST 
 
- Demonstrate the ability to 
recognize distinct types of 
trauma and the potential 
influences on the client's 




















- Review Trauma-Informed 
Practice Guide (TIP) 
 
 




- Review the Trauma-
Informed Practice Guide 
section on implementation 
 
- Shadow masters-level 
clinicians who practice a 
Trauma-Informed approach  
 
 
- Demonstrate a 
comprehensive understanding 
of Trauma-informed 





- Demonstrate a 
comprehensive understanding 
of Trauma-informed 
approaches within a clinical 
outpatient setting 
- Independent & supervised 
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- Review current literature, 
research, and case studies that 
use different mental health 
interventions concerning my 
practicum goal as assigned by 
my site supervisor  
 
 
- Explore and practice 
intervention therapies 
- Develop personal practice 
style and demonstrate the 
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- Reflect on potential ethical 
considerations in clinical 





 - Engage in ongoing 
discussions with Social Work 
peers and the application to 
practice 
 
- Articulate the role that the 
Social Work Code of Ethics 
has on duty to report conflict 
of interest, self-
determination, and legal 
issues 
 
- Keep a journal of potential 
ethical issues that arise to 
debrief with my supervisor, 
noting the ethical 
considerations for practice 
 
 
Continue to develop self-
awareness about personal 
values and belief systems. 
 
 
-Self-reflection/ journaling on 
personal values and belief 
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values of the social work 
profession and of the clients   
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- Explore different self-care 
activities etc. 
 
- Articulate how I was able to 
demonstrate self-care during 
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CHAPTER SEVEN: IMPLICATIONS AND RECOMMENDATIONS FOR SOCIAL WORK 
PRACTICE 
In this chapter, I will reflect on the implications of my learning experiences as they 
pertain to the development of my social work practice. Throughout this experience, I faced many 
challenges, including unexpected interruptions and changes in the original practicum design and 
timelines, a strike at UNBC, and the onset of a global pandemic that demanded a shift in the way 
we practice clinical social work. However, what I found had the more profound effect on my 
personal and professional resiliency was my understanding of self-care. This section will discuss 
how this shift affected my self-care approach moving forward. The following section will make 
recommendations for social work practice.  
Self-Care  
As I have discovered during my educational experience and professional experiences, 
self-care is important for my overall health and wellness and that of my children and my 
extended family.  As such, I purposefully built self-care into my learning contract. Perhaps one 
of my favorite (and most effective) forms of self-care has been creating crafts and art. This outlet 
allows me to engage in creativity, provides social connections, and creates a feeling of 
connectedness to Prince George's community through networking and advocating for the 
importance of supporting local business. I intend to maintain this self-care activity throughout 
my practicum and explore different seasonal activities in northern BC.  
Another self-care area I intentionally decided to include throughout my practicum is 
engaging with a counselor to process any personal issues that may arise during my practicum and 
make a conscious effort to be committed to my overall wellness. As discussed in my positioning, 
I have a personal trauma history, so I am proactively engaging with services to ensure I am 
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operating from a healthy foundation in all aspects of my life. Please see Chapter Seven for 
concluding discussions of my self-care activities during my practicum experiences.  
Although I had been told throughout my education that self-care is important for my 
overall health and wellness, I did not understand why self-care would become critical in my 
resilience to stress. It is interesting to see how my focus shifted throughout the process when 
reflecting on the initial plan for self-care. For example, my first goal was to continue my crafting 
business. Due to COVID-19 restrictions and the pandemic's timing in Northern BC, the markets 
and events we would typically attend were canceled for the short term. While I write the report, a 
year into COVID-19 restrictions, some of the events have returned with strict conditions, but 
many have not.  As such, we decided to discontinue the family business until things normalized 
due to risk to myself, my children, and the public. This decision was best for the family and 
impacted us in ways we did not anticipate, such as missing out on significant social connections 
and time spent together as a family unit.  
The second goal in my original self-care plan was to engage in counselling. Again, due to 
the COVID-19 restrictions, there was initially limited access to services due to restrictions placed 
on agencies to provide limited face-to-face services for the period of lockdown. While this was 
not the sole reason to temporarily disengage from counselling, it was, unfortunately, the result; 
until I realized I had realized I was fast approaching burnout.  Reflecting on this goal's original 
intention, I was looking to process my painful past learning if triggered in sessions and to 
address other issues as they arose. When I found myself sitting with clients in moments of 
collective trauma, I began to experience different obstacles than I had initially expected. Instead 
of my trauma, I was faced, quite literally, with myself. The directive of providing virtual 
services, which included video conferencing, meant looking at myself on screen for several 
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hours a day. Not only was this a distraction, but it highlighted several insecurities and areas for 
improvement. The following sections will describe how a change in the therapeutic environment 
challenged me to revise my self-care to respond to the new self-care challenges I found myself 
navigating.  
During the initial stages of returning to practicum work with clients, the expectation was 
to work with clients as virtually as possible. Initially, phone conferences and telephone 
appointments were the only options because Northern Health had not provided virtual services, 
only face-to-face. Therefore, they did not have the necessary virtual platforms available on an 
organizational level. Very quickly, Northern Health provided video conferencing software, 
Pexip, a platform where clients could meet clinicians face-to-face in a virtual space instead of the 
traditional clinic setting. This new model magnified an area I lacked experience and training in 
and highlighted my professional and personal insecurities such as body image and self-esteem. I 
quickly found myself needing self-care to address my shifted focus in service provision.  
The first self-care need was physical health. Over the years, my physical and mental 
health have been closely linked, especially around chronic pain and being morbidly obese. These 
became impossible to ignore when looking at myself on a virtual platform daily, so much that I 
realized I was dressing differently during virtual sessions in an attempt to hide. This motivated 
me to evaluate my nutrition and exercise and make profound lifestyle changes.  
Through this evaluation, I found something unexpected. Due to the COVID-19 
restrictions, many traditional exercise methods were no longer an option. In previous years, 
swimming pools, gyms, and other recreational sites were my fitness preference; however, all 
these facilities were closed at the pandemic's onset, so I started to explore the outdoors as part of 
my self-care regime. This included walking in town, on the city track, and hiking in Prince 
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George and the surrounding area. The element that surprised me the most was the need to ground 
myself every morning and every evening by reminding myself to find something bigger than 
myself. I used these skills at different points throughout the day, such as walking my dog on 
breaks throughout the day. This need to regulate my emotions and relax my body throughout the 
day was highlighted in the online training I completed, Trauma Competency in the 21st Century. 
I have learned that grounding myself in nature was a critical component because I learned to give 
myself time and space to process information and sort through difficult emotions. These walks 
provided me with a safe place to detach, breathe, and re-group, first as necessary but quickly 
making this a new ritual to complete my stress cycles. 
Reflecting on this choice almost a year later, I can confidently say that the time in nature 
was the self-care needed to address the rest of the pieces, including my overall health and 
wellness. Fitness is not usually a self-care regime I would choose; however, reflecting on the 
comprehensive benefits this self-care provides, I will continue to utilize it throughout my career. 
As I write this, we are ten months into the pandemic. I have lost a significant amount of physical 
and emotional weight, and my family and I have gained incredible coping skills along this 
journey. 
Recommendations for Social Work Practice  
Remote/Virtual  Services 
 During my practicum experience, I had the unique experience of being a service provider 
(practicum student) and a service consumer of virtual counselling services. In my service 
provider role, I received feedback from several of my clients, who at first were hesitant but 
willing to engage in telephone and virtual counselling appointments. It was interesting to listen 
to the varying reasons why clients choose to agree to remote services rather than declining 
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services temporarily (or refusing to continue until services are returned to the face-to-face 
format.  
The feedback from the clients was perhaps another impactful experience in this process. 
Some suggested that remote services were welcomed and even celebrated by some of my clients. 
For these clients, barriers to accessing services had been eliminated. The list of barriers includes 
transportation to the service site, mobility issues, chronic pain and fatigue issues, anonymity and 
humility, and even barriers around time management and competing responsibilities and 
childcare issues. For many of my clients, COVID-19 restrictions had provided the catalyst to 
positive change in accessing services, many of whom would not like to return to normal. My 
recommendation is to continually provide and grow virtual services and reduce and eliminate 
structural barriers, such as access to technology. I am very for a future where clinical outpatient 
services can provide innovative solutions to accessing services remotely.  
Organizational Trauma Education 
 As discussed throughout this report, I have discussed trauma-informed care and examine 
trauma-informed practice.  As previously mentioned, the first principle in trauma-informed care 
is trauma awareness. Trauma-informed care also argues that trauma-informed care is an 
organizational task that is to be provided by all points of care for service providers. In a complex 
organization, such as Northern Health Authority, all employees could be included. This includes 
staff at all levels. Everyone from the parking attendants, security guards, administrative staff, 
supporting team members, and care aides, information technology reps, and volunteers. Not just 
the licensed professionals such as Nurses, Social Workers, Chiropractors, Doctors. All staff 
could be adequately trained basic trauma knowledge at a level required to provide trauma-
informed care. While it might be unrealistic to assume that trauma education was received in all 
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of these professional training/education programs, there is an opportunity to provide this training 
on an organizational level.  
Northern Health Authority provides a library of courses for employees on a wide variety 
of subjects and specialties. There is one class that relates to trauma available. There is Violence 
Prevention Training (that teaches how to recognize the signs and symptoms of a threat response) 
and access to Cultural Competency Training.  When inquiring, there was no clear answer if these 
courses were available to all staff (regardless of services provided) or specific to employees in 
MHSU roles. I recommend that introductory trauma education courses be available at the 
organizational orientation level, as are the cultural competency training courses for all new hires. 
The following section will discuss another opportunity to illicit organizational change.  
As discussed throughout this report, self-regulation skills are essential in providing 
trauma-informed care. However, self-regulation skills are not a priority for all professionals 
when working within multidisciplinary spaces. However, when attempting to provide trauma-
informed care, it is essential to remember that clients encounter many different professionals 
before they arrive at the therapeutic spaces.  For example, support staff are the point of the first 
contact, are often on the receiving end of dysregulated clients. Despite the best intentions of 
reception staff to provide warm and welcoming spaces, they do not have the opportunity to 
access the same training as the clinical staff for self-regulation skills. While one could argue that 
it might be out of scope for support staff to be trained in self-regulation skills, the literature 
argues that providing a relaxed, welcoming environment is integral in delivering trauma-
informed spaces.  
Perhaps, there is room for a clinical social worker in an organization (especially in times 
of heightening stress such as a global pandemic) to provide workshops for support staff for 
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essential skills (like self-regulation) required to continue to offer trauma-informed spaces. 
Providing this opportunity could foster a sense of connectedness, resiliency and potentially 
reduce staff burnout rates. This could look like trauma-awareness campaigns, info-banners on the 
NH homepages, posters, or a virtual workshop available to all disciples.  
Specialized Services and Primary Care Teams 
During my practicum, I observed a pattern of providing foundational skills for clients at 
the initial stages of therapeutic interventions. Many of my initial sessions with clients repeat the 
same psychosocial information and skill-building to clients, including self-regulation skills. 
While the client's unique needs may vary slightly, there appears to be an opportunity to create a 
group format for this foundational learning. While there are groups currently being provided at 
CAST that teach many foundational skills, my experience with the diagnosis of PTSD reports 
they are less likely to access these services because they are not explicitly tailored to the 
diagnosis of PTSD. For example, when recommending Panic and Anxiety Group to a client, the 
resistance to join the group was due to a misunderstanding of the content provided.  
One possible solution is creating a closed group specific to the diagnosis of PTSD to 
eliminate these concerns. CAST is considered a specialist team, so creating a diagnosis-specific 
group would make sense for clients connected to psychiatry and specialized counselors to 
facilitate these therapeutic skill-building classes. Potential benefits for this specific group include 
creating a trauma-informed space where clients can learn and practice the foundational skills and 
create an opportunity to practice co-regulation skills with their peers.  
I would also recommend a community health level education and support needed. In 
addition to specialized teams (CAST), Northern Health provides primary and community care. 
The primary care team consists of social workers, nurses, occupational therapy, physiotherapy, 
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life skills workers, mental health & addictions workers. There is an incredible opportunity for 
public health initiatives specific to trauma for clients and staff. For example, it would be 
interesting to provide a trauma education and skill-building class for anyone interested in 
learning about trauma and even potential for teaching preventive skills such as self-care, 
mindfulness, and basic coping and self-regulation skills.  
 Finally, I would also recommend clinical supervision at all levels, especially for specialist 
service teams such as CAST. Many of the clinicians on the CAST team disclose accessing 
clinical supervision services from outside of the organization because they feel it is integral to 
their self-care and practice standard. During my practicum experience, clinical supervision was 
certainly valued and recognized by the management and team leads; however, it was not 
available to staff. There appeared to be a desire to initialize and support peer clinical support and 
supervision, but there was no active peer supervision when I completed my practicum hours. As 
previously discussed, clinical supervision is a crucial part of practicing trauma-informed care and 
providing excellent and ethical care and an integral component of self-care. My recommendation 
to clinical outpatient settings, like CAST, is to provide meaningful, consistent clinical 
supervision from qualified and appropriate clinical supervisors.  
Social Work Education Programs  
Turner et al. (2019) found that 24% of graduating MSW students in the United States did 
not feel confident in "interventions to process trauma [and commented that] this is very 
concerning given the high prevalence of both substance abuse and histories of exposure to 
traumatic experiences in the lives of social work clients" (p.114). When planning my practicum 
experience, I would have considered myself included in this statistic. Throughout my practicum 
experiences, I sought out experiences that fostered a sense of confidence I felt was lacking to 
68 
 
provide excellent care when working with traumatized populations. Reflecting on my practicum 
experiences compared to my theoretical learning at the university, I think there is an opportunity 
to bridge the gap with the following recommendations. 
First, I would recommend a mandatory trauma education that reviews Trauma-Informed 
Care and Practice Principles and teaches the clinical skills necessary to provide effective and 
ethical practice when arriving at practicum sites. Basic emotion regulation skills, grounding and 
mindfulness skills, and de-escalation skills are paramount in delivering trauma-informed and 
trauma-specific care. This is not an attempt to teach clinical social work skills typical to therapist 
roles, but more to provide integrated social work skills necessary to work with traumatized 
populations.  
Second, these are the same skills necessary to build personal and professional resiliency 
while promoting and practicing effective self-care. The physiological impact of trauma on clients 
is critical to understand; however, this is needed in the foundational stages of learning. I was 
drawn to social work because of my personal and family experiences, and I am not alone in this 
truth. Recognizing our personal biases and privilege is part of the foundational knowledge taught 
in the social work curriculum, so we should acknowledge our physiological response to trauma 
and the necessary skills to provide excellent care for the collective. 
Conclusion  
 This practicum has strengthened my understanding of trauma-informed evidence-based 
practice. Throughout my direct client experiences and online learning, I now have a robust 
understanding of the different types of trauma individuals face and the effects trauma has on the 
health, relationships, and overall quality of life.  On a broader level, I hope this report contributes 
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to the social work field by highlighting the need for trauma-informed practice in all areas of our 
work, specifically clinical social work. By discussing the threat-response and its connection to 
burnout, I hope that this work demonstrates the need for adequate and continual self-care so that, 
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